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K0000
A Life Safety Code Recertification and K0000 The following is the Plan of
State Licensure Survey was conducted by Correction for Robin Run.

. . Healthcare Center regarding the
the Indiana St?te Department of Health in Statement of Deficiencies dated
accordance with 42 CFR 483.70(a). 9/2/11. This Plan of Correction is

not to be construed as an
Survey Date: 09/01/11 adm!s§|on of or agreement \{wth
the finings and conclusions in the
o Statement of Deficiencies, or any
Facility Number: 01156 related sanction or fine. Rather, it
Provider Number: 155505 is submitted as confirmation of
AIM Number: 100453350 our ongoing efforts to comply with
' statutory and regulatory
) requirements. In this document,
Surveyor: Mark Caraher, Life Safety Code we have outlined specific actions
Specialist in response to identified issues.
We have not provided a detailed
.o . response to each allegation or
At this Life Safety Code survey, Robin finding, nor have we identified
Run Health Center was found not in mitigating factors. We remain
compliance with Requirements for committed to the delivery of
Participation in Medicare/Medicaid, 42 qL_’”""“ty t;ealtht care :ervr:ces and
) will continue to make changes
CFR Subpart 483.70('a.), Life Safety from and improvement to satisfy that
Fire and the 2000 Edition of the National objective.
Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19,
Existing Health Care Occupancies and
410 IAC 16.2.
This one story facility was determined to
be of Type V (111) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors, resident rooms and areas open
to the corridor. The facility has a capacity
of 84 and had a census of 67 at the time of
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determined that
other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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this survey.
Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 09/02/11.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K0076 Medical gas storage and administration areas
SS=E are protected in accordance with NFPA 99,
Standards for Health Care Facilities.
(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.
(b) Locations for supply systems of greater
than 3,000 cu.ft. are vented to the outside.
NFPA 99 4.3.1.1.2, 19.3.24
Based on observation and interview, the K0076 |.All residents have the potential 09/01/2011
facility failed to ensure 1 of 2 oxygen to be'affected by t.h.e deﬂmerﬂ
) . ¢ h practice. The deficient practice
stor.age ocations of greater t. a'n 3000 was immediately corrected by
cubic feet was separated a minimum relocating the four shelf storage
distance of at least five feet from rack containing combustible linen
combustible materials. NFPA 99, supp!ls, blankets, towels and
8.3.1.11.2 . dizi clothing out of the oxygen storage
-3.1.11.2(c) requires oxidizing gases area.ll. All residents residing at
such as oxygen shall be separated from the facility have the potential to be
combustibles by a minimum distance of affected by the deficient practice.
five feet if the required storage location is Tht'a.facmty will conduct a daily
db . ikl facility round to ensure that the
protecte y an aut'omatlc sprm er oxygen storage locations are
system. This deficient practice could separated a distance of five (5)
affect any resident, staff or visitor in the feet from combustible
vicinity of the oxygen storage and materials.lll. In order to prevent
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: B3HQ21 Facility ID: 001156 If continuation sheet Page 2 of 7
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transfilling room in the Clare Bridge Hall.
Findings include:

Based on observation with the Director of
Plant Operations during a tour of the
facility from 11:55 a.m. to 2:00 p.m. on
09/01/11, the oxygen storage and
transfilling room in the Clare Bridge Hall
contained one liquid oxygen canister
which was 75% full. Within three feet of
the liquid oxygen storage canister was a
four shelf storage rack which contained
combustible linen supplies, blankets,
towels and clothing. Based on interview
at the time of observation, the Director of
Plant Operations acknowledged
combustible supplies were stored within
three feet of the liquid oxygen canister in
the Clare Bridge oxygen storage and
transfilling room.

3.1-19(b)

the deficient practice from
recurring, the facility will inservice
all maintenance staff on the
storage required distance to
maintain resident safety. IV. The
facility will monitor the corrective
actions by the Director of
Engineering and/or designee
performing rounds daily for one
month and weekly for one
month. The results will be
reviewed at the facility's Quality
Assurance Committee and
revisions will be made if needed
and as directed by the
committee. The Director of
Engineering Services will ensure
ongoing monitoring after the
aforementioned monitoring
period.V. The deficient practice
was completed on 9/1/11.
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KO0143 Transferring of oxygen is:
SS=E
(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of
1-hour fire-resistive construction;
(b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or concrete
flooring; and
(c) in an area posted with signs indicating that
transferring is occurring, and that smoking in
the immediate area is not permitted in
accordance with NFPA 99 and the
Compressed Gas Association. 8.6.2.5.2
1. Based on observation and interview, K0143 I All residents have the potential 09/01/2011
the facility failed to ensure 2 of 2 liquid to be.affected by t.h.e def|C|en.t
. . practice. The deficient practice
oxygen storage areas were provided with was immediately corrected by
signage indicating oxygen transferring is applying door signage indicating
occurring. This deficient practice could that oxygen is transfering. The
affect any residents, staff or visitor in the deflglent practilce was completed
. fth d by disconnecting the fan from the
viciity .0 the oxygen storage an ) on/off switch to allow for proper
transfilling room near Room 30 and in the ventilation in the oxygen
oxygen storage and transﬁ]ling room in transfilling room. Il. All residents
the Clare Bridge Hall. reS|d|qg at the facility have the
potential to be affected by the
o ) deficient practice. The facility will
Findings include: conduct a daily facility round to
ensure that the oxygen
Based on observations with the Director transferring signs are afixed to
£ Plant O . duri fth the oxygen room doors and that
0 . .ant perations during a tour of the the oxygen transfilling room on
facility from 11:55 a.m. to 2:00 p.m. on Clare Bridge is properly
09/01/11, the oxygen storage and ventilated.Ill. In order to prevent
transfilling room near Room 30 and the the deficient practice from
. . recurring, the facility will ensure
oxygen storage and transfilling room in compliance of the permanent
the Clare Brldge Hall each were not signage to the doors where liquid
provided with a sign indicating oxygen is transferring and the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: B3HQ21 Facility ID: 001156 If continuation sheet Page 4 of 7
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transferring of oxygen was occurring.
Based on interview at the time of
observation, the Director of Plant
Operations stated the transferring of
oxygen does occur in each oxygen
transfilling room and acknowledged each
oxygen storage and transfilling room was
not provided with a sign indicating
transferring of oxygen was occurring in
each oxygen storage and transfilling
room.

3.1-19(b)

2. Based on observation and interview,
the facility failed to ensure 1 of 2 liquid
oxygen storage and transfilling rooms was
provided with continuous mechanical
ventilation. This deficient practice could
affect any residents, staff or visitor in the
vicinity of the oxygen storage and
transfilling room in the Clare Bridge Hall.

Findings include:

Based on observation with the Director of
Plant Operations during a tour of the
facility from 11:55 a.m. to 2:00 p.m. on
09/01/11, the oxygen storage and
transfilling room in the Clare Bridge Hall
which is used to store one liquid oxygen
canister was not provided with continuous
mechanical ventilation. A mechanical

vent was observed in operation but it was

facility will ensure proper
ventilation to the oxygen
transfilling room.1V. The facility
will monitor the corrective actions
by the Director of Engineering
and/or desginee completing a
weekly observation for one month
then a monthly observation for
three months. The results will be
reviewed at the facility's Quality
Assurance Committee and
revisions will be made if needed
and as directed by the
committee.V. The deficient
practice was completed on
9/1/11.
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shut off with the room's light switch.
Based on interview at the time of
observation, the Director of Plant
Operations acknowledged the oxygen
storage and transfilling room was not
provided with continuous mechanical
ventilation.
3.1-19(b)
K0144 Generators are inspected weekly and
SS=F exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.41.
Based on observation and interview, the K0144 I. All residents have the potential 09/07/2011
facility failed to ensure 1 of 2 emergency to be_aﬁeCted by t,h,e deﬁmen.t
. . practice. The deficient practice
generators was equipped with a remote was completed on 9/7/11 by a
manual stop. NFPA 99, Health Care vendor contracted to install an
Facilities, 3-4.1.1.4 requires generator sets emergency stop switch on the
installed as alternate power sources shall ger?g'rator;[l lth A]lcl r§|§t|dints "
i residing at the facility have the
meet the requirements of NFPA 110, potential to be affected by the
Standard for Emergency Standby Power deficient practice. The facility
Systems. NFPA 110, 3-5.5.6 requires corrected the deficient practice by
Level II installations shall have a remote a vendor contracteq install an
1 . £ imil emergency stop switch on the
manual stop sta.tlon ofatype Sle S generator.lll. In order to prevent
break glass station located outside of the the deficient practice from
room where the prime mover is located. recurring, the emergency stop
NFPA 110, 7-1 states NFPA 37, Standard switch installed on the generator
for the I llati dU £ Stati and will be monitored to ensure
or the n§ta atlop and Use o tatl'onary proper functioning of the
Combustion Engines and Gas Turbines, switch.IV. The facility will monitor
contains mandatory requirements for the corrective actions by the
emergency generators and shall be DlreC_tor of Englr.weermg and/or
i dered part of th . ts of thi desginee ensuring proper
considered part of the requlremen.s ot this functioning weekly for one month
standard. NFPA 37, 8-2.2(c) requires then a monthly for three months.
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engines of 100 horsepower of more have
provisions for shutting down the engine at
the engine and from a remote location.
This deficient practice could affect all
residents, staff and visitors.

Findings include:

Based on observations with the Director
of Plant Operations during a tour of the
facility from 11:55 a.m. to 2:00 p.m. on
09/01/11, evidence of a remote shut off
device was not found for the 125 kW
diesel fired emergency generator which
services the health care portion of the
facility. Based on interview at the time of
observation, the Director of Plant
Operations stated the emergency generator
was installed prior to 2003 and
acknowledged there is no remote
emergency shut off device for the
generator.

3.1-19(b)

The results will be reviewed at the
facility's Quality Assurance
Committee and revisions will be
made if needed and as directed
by the committee. The Director
of Engineering will ensure that
monitoring will be continual after
the aforementioned monitoring is
complete.V. The deficient
practice was completed on
9/1/11.
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